D
espite tall claims to the contrary, a recent comprehensive evaluation of child mortality indicates that almost 11 million children under 5 years of age die annually. Nearly all of these deaths are concentrated in the world's poorest countries in sub-Saharan Africa and South Asia and 42 countries are alone responsible for 90% of these deaths. 1 
CHILD SURVIVAL: A REVOLUTION THAT WAS NOT
Earlier this year a group of global child health experts working on these issues met at a workshop in Bellagio, Italy. These scientists, speaking as individuals concerned with child health, produced the series of five articles on child health. [1] [2] [3] [4] [5] The salient points raised by the ''Bellagio Child Survival study group'' (thereafter called the Bellagio group) indicated that diarrhoea, pneumonia, and neonatal causes of death were of global importance, with malaria and HIV infections responsible for a large number of deaths in some countries of Africa and Asia. The evidence also indicates that within each country, children from the poorest families are most likely to die and that socioeconomic inequalities impacted on child health and survival through multiple pathways. The impact of this unequal distribution of disease burden is compounded by ineffective and dysfunctional health systems that do not reach the poor. Notwithstanding the above, it was also indicated that if service delivery mechanism could be found, effective low cost interventions were available today that could potentially prevent two thirds of these deaths. Simple low cost interventions such as oral rehydration therapy and childhood vaccinations, have the greatest life saving potential but were yet unavailable in many deprived settings. The group concluded by highlighting that the momentum for the child survival revolution of the 1980s had slacked prematurely, thus leading to an arrest in the decline of child mortality and actual reversal of earlier gains in several cases. The Bellagio group made a passionate plea for several initiatives including significantly increased international funding for child health, global leadership in child health, and an action plan to translate knowledge into practice.
WHY HAS SO LITTLE CHANGED?
Child survival is one of the most pressing moral dilemmas of this century and the Bellagio consultation and papers were a timely reminder of unfinished business and the tasks ahead. Understandably, the major targets of the Bellagio group were the global development agencies and donor community. However, this paper will highlight some additional issues that lie at the core of the child survival debate which were not covered in the Bellagio series.
In order to support some of the points made in this paper, we undertook an empirical assessment of available health, human development, and economic indicators from 60 countries representing the top, middle, and bottom thirds of global child mortality. 6 7 Table 1 lists the countries that form the basis of this analysis.
Link of poverty and child health
The importance of inequality and inequity (an unfair inequality) in health is well recognised 8 and in many parts of the world this may also reflect gender inequity. 9 Much of the burden of child mortality in the developing world lies within countries crippled by the burden of debt and stagnant economies. In the 1990s, the per capita GDP of developing countries grew by 1.6 per cent a year. But these slow gains were unevenly distributed. The per capita GDP growth of the poorest countries in the 1990s was slower than in the 1980s. The economic and health gap between rich and poor countries has thus consequently widened. 4 Currently it is estimated that three billion people live on less than $1.3 per day. This number is approximately the same as the additions to world population since 1960. 10 Of the 4.4 billion people who live in developing countries, 60% lack access to sanitation, 33% lack clean water, 20% have no health care, and 20% do not have enough dietary energy and protein. The world's 225 richest people have a combined wealth equivalent to the annual income of the poorest 2.5 billion people, nearly half of the world's population. 11 However, it is important to underscore that inequity does not lie between nations alone and that in contrast with available data on income differentials, within-country variation is the source of most inequality, rather than the differences between countries. 12 This growing gap between the haves and have-nots is one of the root causes of social unrest and turmoil in much of the developing world.
In the words of Kaiser Bengali, a prominent social scientist in Pakistan:
''Unequal societies are unjust societies. And unjust societies lose their moral and political legitimacy. While poverty causes hardship and deprivation for those caught in the poverty web, inequality causes a sense of grievance and injustice, promotes despondency and anger, and generates social and political instability and even violence.'' 13 Figure 1 indicates the relative debt burden, economic indicators and growth performance of the three groups of countries evaluated. Despite perfunctory gestures as to debt write off and reduction for the world's poorest countries, there has been little progress in actual terms. It is not that these gestures are economically impossible or unfeasible. Ironically, the largest quantum of debt write-off offered in recent decades has been in the form of largesse for supporting the ''right side'' in major conflicts (as in the case of Egypt and Turkey) and not due to societal needs. In the four years since Sir Shridath Ramphal, the former Secretary General of the Commonwealth stated that ''debt has a child's face'', 14 there has been little improvement in the way that the wealthy nations of the world or indeed the financial institutions that control global economy, configure debt relief and structural adjustment programmes. The latter have been shown to actually increase poverty and disproportionately affect poor women and children in societies where safety nets are lacking. 15 16 Thus without addressing the core issue of social justice, equity, and pragmatic poverty reduction strategies, sustainable improvement in child health in poor countries is impossible.
Child health, population growth, and human development It is important to view child health and survival in the context of overall social development in society. 17 This includes opportunities for education, sustainable livelihood and economic opportunities, and fertility regulation. The latter is of particular importance in developing countries as it can be shown that at least half of all improvement in economic growth attributable to population factors has come from fertility reduction and the rest from mortality declines. 10 In the absence of such a holistic view of child health and development, one runs the risk of ''entrapment''. 18 As a case study it has been stated that had it not been for AIDS, the gains in child survival in Malawi would have led to an unsustainable increase in population and food insecurity. 19 A careful study of some of the most successful examples of primary care and child survival globally such as Cuba, Sri Lanka, and Kerala, reveals that concomitant with strategies for primary child health there were notable concomitant investments in education especially female literacy, family planning, and agrarian reform. Conversely it can be argued that an important reason for the relatively slow improvement in child health indicators in South Asia has been its burgeoning population which effectively wipes out any impact of health interventions. Figure 2 compares the relative fertility and growth rates among the three groups of countries with varying infant mortality rates.
Local investments and national responsibility
While there is little debate on the collective global responsibility for improving child health in developing countries, few Figure 3 indicates the available data on corruption perception index and defence spending for various groups of countries based on a recent assessment by Transparency International. 20 A major reason for this haemorrhage of resources in some of the poorest nations of the world is to maintain successive generations of dictators, warlords, and despots in power. The power structures in such societies disproportionately favour the ruling classes and armed forces, with scant regard for primary care and maternal and child health (MCH). To illustrate, at the height of the power of the Taliban in Afghanistan, while malnutrition among women and children in Afghanistan was rife, it was impossible to find a malnourished Taliban soldier. 21 If sustainable gains in child health are to be found in Africa and Asia, there must be both an investment in grass root democracies that represent the rights and wishes of the people, and also in dismantling the feudal power structures that have a vested interest in maintaining the status quo.
14 It must be underscored that while Ministries of Health in developing countries have the principal responsibility for primary care and health, it is the Ministry of Finance that holds the main purse-strings and determines priorities and investments. The decision making process in this regard and indeed the relation of democracy and investment in primary health care and human development has been poorly studied.
War, conflict, and child health Figure 3 also indicates relative levels of military spending (as a proportion of health budgets) in the three groups of countries evaluated. As can be seen, there is a disproportionate amount of spending of arms in poor countries. Although global arms suppliers should be held accountable for this anomaly, 22 the final responsibility for this wanton waste of meagre resources is at the end local. It has been estimated that African states themselves spend almost $22 million annually on purchasing arms and the probable economic losses due to conflict in Africa amount to almost $15 billion. 23 In the case of India and Pakistan, involved in one of the most expensive and prolonged high altitude conflicts over the last 20 years, this waste of meagre resources is even more incomprehensible. It has been estimated that the Siachen conflict over a desolate icy wasteland, costs India and Pakistan an average of $200 million annually, more than enough to meet the primary child health needs for several states and provinces in the region. This wanton spending on arms pales in comparison with the costs of developing an arsenal of nuclear weapons and sophisticated missile technology in south Asia. 24 Ironically, one of the most poignant statements against the global proliferation of arms trade was made by a sitting US president who had led the Allied armies in the second world war:
''Every gun that is made, every warship launched, every rocket fired, signifies in the final sense a theft from those who hunger and are not fed, those who are cold and are not clothed. '' 25 Today the same superpower leads the world in arms sales to the developing world, in many instances to despotic rulers and governments that have little interest in the wellbeing of their populace.
The world has seen much misery over the past few decades in almost all parts of the developing world. These have ranged from smouldering conflicts in the Middle East, Africa, Afghanistan, Kashmir, and even close to the heart of Europe in the Balkans. A large number of silent and unheard victims of these conflicts are the poor women and children of these regions. While a few instances find their way to the social conscience of the world, the majority suffer in silence and die unsung. The first few days of the recent Afghan and Iraq conflicts saw a disproportionate number of child deaths which were largely dismissed as ''collateral damage''. 26 27 The point being that unlike the safe guards provided by the Geneva Convention for combatants, there are few safeguards protecting the rights of women and children in war. The landmark report by Graca Machel on children and war has yet to find its way into the global conscience as fundamental principles of child rights. 28 
Lack of integration of maternal and child health
The health of the mothers and infants are closely intertwined and in general both correlate closely within developing Figure 3 Comparison of indigenous Expanded Programme for Immunisation (EPI) financing (%), corruption perception indices, and defence spending. The corruption perception index score relates to perceptions of the degree of corruption as seen by business people and risk analysts, and ranges between 10 (highly clean) and 0 (highly corrupt). IMR, infant mortality rate. countries (fig 4) . However, despite this awareness there are few examples of integrated maternal and child health programmes and the child survival programme also ignored the important contribution of maternal health to survival of infants. It is now apparent that almost half of all infant deaths in most developed countries occur in the neonatal period and little progress can be made without an integrated programme of MCH. However, such programmes are the exception rather than the norm in developing countries and in particular the integration of MCH and family planning services is poor. The link between fertility regulation through support of contraceptive use and breast feeding support and child survival is well established. 29 
CAN SOMETHING BE DONE AND WHO WILL DO IT?
The doom and gloom scenario painted above is neither hopeless nor inevitable. However, unless the root causes of global inequity in child health are addressed, mere superficial short term solutions will do nothing to change the status quo.
Increased allocations to maternal child health and integrating services
The Bellagio group highlighted a number of measures that are necessary to ensure that sufficient resources are allocated to supporting child health globally. The yearly cost of scaling up vaccinations, treating childhood illnesses, and preventing and treating malaria has been cited at under $8 billion. 5 In mere economic terms this is minuscule compared to what Africa spends on arms purchase annually and $1 billion spent on carpet bombing the rubble of Afghanistan. Both developed and developing countries facing the shameful statistics of MCH and survival, need to divert much more resources towards primary health care. The global burden of debt accumulated by the poorest countries must be reduced forthwith and developing countries spending under 2% of their GDP on health must be encouraged to at least double this figure.
Political will and leadership for MCH
There is a crisis of global leadership in child health and few towering personalities who can generate and garner support and the political will to produce real change. 30 However, it is necessary that this be done and developed as a concerted MCH programme that can be sustained and does not focus on mortality reduction alone. This will necessitate involving representatives of civic societies and local government in planning and developing this agenda. This new MCH programme must be broader than health issues alone and also focus on development outcomes. Adequate nutrition and attention to essential maternal and child rights are key in this effort. Table 2 summarises the relevant millennium development goals that aim to address major issues in MCH. While most countries have signed up to these it is highly unlikely that these targets will be met without a major change in strategies.
Innovative solutions and a primary care focus for interventions It is notable that there is sufficient knowledge and evidence of what works to save almost 70% of all children under 5 in the world. 2 However, it is unclear if we know enough to reduce morbidity and provide the prerequisites for adequate child nutrition and development for all children who need it. There is increasing recognition of the importance of early childhood development 31 and the need for more targeted research to find solutions that work in diverse settings. The recent recognition that adequate basic primary care interventions can also be provided by community health workers 32 33 offers some hope that care can actually reach those need it the most. Given the importance of the early neonatal period to survival in infancy, it is critically important that the focus remains on integrated maternal and child management strategies and training of a common cadre of community health workers. 33 The potential role of academic and professional bodies In the entire recent debate on global child health, the role of professional and academic bodies representing paediatricians has been variable. While some have actively taken the challenge and developed an international child health strategy, others have failed to mainstream the special role that child health professionals can play in the global context. Combat HIV/AIDS, malaria, and other diseases Target for 2015: Halt and begin to reverse the spread of HIV/AIDS and the incidence of malaria and other major diseases 7
Ensure environmental sustainability Targets: l Integrate the principles of sustainable development into country policies and programmes and reverse the loss of environmental resources l By 2015, reduce by half the proportion of people without access to safe drinking water l By 2020 achieve significant improvement in the lives of at least 100 million slum dwellers 8
Develop a global partnership for development
Targets:
l Develop further an open trading and financial system that includes a commitment to good governance, development, and poverty reduction-nationally and internationally l Address the least developed countries' special needs, and the special needs of landlocked and small island developing states l Deal comprehensively with developing countries' debt problems l Develop decent and productive work for youth l In cooperation with pharmaceutical companies, provide access to affordable essential drugs in developing countries l In cooperation with the private sector, make available the benefits of new technologies-especially information and communications technologies
